Although secondary renal involvement from systemic lymphoma is very frequent, primary renal lymphoma (PRL) is a rare entity (1). Primary renal lymphoma represents 0.7% of extra nodal lymphomas, 0.1% of all malignant lymphomas and about 1% of all kidney neoplasms (2, 3). There are approximately 70 cases described in the worldwide medical literature (4). In primary renal lymphoma, there is an absence of clinical manifestations of lymphatic disease in other organs. It is difficult to diagnose, and has a poor prognosis. We present a case of PRL with review of the literature.
INTRODUCTION

CASE REPORT
detected and the contralateral kidney was sonographically normal. The patient then underwent a contrast computed tomography (CT) of the abdomen (Fig. 2 ), which revealed a solid, low density, homogenous left renal mass (7.2 cm × 6.8 cm × 6.0 cm) with mild contrast enhancement. Retroperitoneal or mesenteric lymph nodes were not enlarged. Addi-(++), MUM-1 (++), MPO (++), CD43 (+), CD99 (+) and were negative for CD20 (-), CD5 (-), CD10 (-), PAX5 (-), ALK (-), RCC (-), CK (-), EMA (-) and S-100 (-), Ki67 was 30-40%. Based on these data, the favoured diagnosis was Bcell non-Hodgkin's lymphoma. Postoperatively, the patient was subjected to a bone marrow biopsy; all test results were negative. He received four courses of combination chemotherapy with cyclophosphamide, doxorubicin hydrochloride, vincristine and prednisolone (CHOP). The patient has remained disease-free 23 months after surgery and 18 months after the end of the chemotherapy.
DISCUSSION
The existence of PRL has been questioned because the kidney does not contain lymphatic tissue. However, clinical reports support its existence (3, 5) . Primary renal lymphoma most commonly affects older adults and the age of presentation is typically above 40 years. Primary renal lymphoma also seems to show a gender predisposition for males (6) . Most cases are unilateral, although there have been reported instances of bilateral involvement. The clinical manifestations are similar to renal cell carcinoma: flank pain, haematuria, weight loss, abdominal mass and renal failure. Large B-cell lymphoma is the most common histologic type but small lymphocytic lymphoma is not unusual. The pathogenesis of PRL is not clear. The proposed pathogenetic mechanisms include: origin in the subcapsular lymphatics, seeding via the haematogenous route and lymphoid transformation of renal tissue subjected to chronic inflammation (7). As has been stated earlier, PRL is a rare disease and hence poses difficulty in diagnosis. In most reports, diagnosis was made after nephrectomy for suspected renal cell carcinoma. The application of modern imaging technology is the basis for the diagnosis of PRL. I n particular, ultrasound and CT have certainly helped in the diagnosis. Diagnosis can be confirmed with the histology of the mass. Fine needle aspiration renal biopsy is the best method to establish diagnosis with high specificity and sensitivity (4). However, there are some risks of seeding in malignant tumour. The diagnosis of PRL can be made using the following criteria: (i) the presence of a renal mass confirmed as a lymphoma by pathology without extrarenal lymphomatous involvement, (ii) the absence of a leukaemic blood picture and abnormal bone marrow, and (iii) the absence of lymphadenopathy or hepatosplenomegaly (3). The index case achieved all the diagnostic criteria for identification of a PRL. There is no standard treatment modality for PRL because of the small number of cases reported. The earlier limited literature reviews reported a poor prognosis. Survival was extremely low, less than one year (8) . However, the recent case reports have suggested survival of more than one year (9) . Our case has remained disease-free for 23 months. The preferred treatment for bilateral PRL is chemotherapy, with the CHOP regimen being the most effective. Surgery is preferred for unilateral PRL, and then supplemented by chemotherapy or radiotherapy (10) Although PRL is a rare diagnosis in patients presenting with a renal mass, it must be taken into account in the differential diagnosis of any renal mass. We believe that delayed diagnosis is responsible for the poor prognosis. If diagnosed early, cure of PRL is possible.
In conclusion, primary renal lymphoma does exist. Improved recognition of the disease will help in earlier diagnosis and possibly improved prognosis. Zhang and Cai tional imaging studies including CT scans of the thorax and brain as well as bone scintigraphy did not reveal metastatic lesions. Kidney neoplasm was suspected, but a preliminary characterization of CT-guided renal biopsy was not performed due to the risk of seeding in this malignant case. The patient underwent left radical nephrectomy for the presumed diagnosis of renal cell carcinoma. Pathology biopsy of the left kidney specimen showed diffuse large lymphoid B-cells within the tumour (Fig. 3a) . Immunohistochemical stains showed the following: the cells were positive for CD138 (++) [Fig. 3b ], CD79α (++), Bcl-6
